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IASLC Membership Application 2012-Regular 

            

Paying online is fast and easy!  To register online, please go to www.iaslc.org/membership. 
 

Membership 
The dues for 2012 are US$200.00. Please find the payment instructions listed below. 
 
IASLC 2012 annual dues.................................................................................     US$ 200.00 
Voluntary contribution ..................................................................................     US$                __      
Total……………………………………………………………………………………………………………..      US$       ______   
 

Payment Advice:  Payment may be made by check or credit card 
 
* Check (US$ 200.00) made payable to: IASLC and send to IASLC, 12801 East 17

th
 Avenue, Mail Stop 8117, Aurora, Colorado  

80045, USA.  Please be sure that your name is on the check and include this form. 
 
* Credit card (US$200.00)    ___ MasterCard         ___ VISA     ___ American Express 
 
Card No. :  _______________________________   Card expiration date: Month/Year  ____ /____ 
 
Signature: ____________________________________             Date: _______________ 

 

Member Details:   PLEASE PRINT CLEARLY OR TYPE INFORMATION (*) indicates required fields 

 
Last/Family Name* _________________________   First/Given Name* __________________________ 

Gender*: _____ Male _____ Female    Date of Birth: ______________________ 

Title*: (Dr/Mr/Ms, etc.) ____________________ Degree* (MD, PhD, etc.): _____________________ 

How many years since you completed your medical training (if applicable):  _______________________ 

Professional/Academic Title: _____________________________________________________________ 

Institution/Organization Name*: __________________________________________________________ 

Email Address* (required): _______________________________________________________________ 

Telephone*: _____________________________________ Fax: _________________________________ 

Street Address*: _______________________________________________________________________ 

City*: ______________________ State:________________ Province: ____________________________  

Postal Code*: _______________________________ Country*: _________________________________ 

Primary Specialty*: ___________________________ Secondary Specialty: ________________________ 

Please fax this page to: +1.303.724.7053 

http://www.iaslc.org/membership
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